OMB NO: 2900-0173
Estimated Burden: 10 min.

Y2 Department of Veterans Affairs APPLICATION FOR MEDICAL BENEFITS

T SOCTAL SECURTTY NUMBSER T BATE OF BIATH
3A. APPLICANT'S MAILING STREET ADDRESS
4B, CITY 4C. COUNTY 3D. ZiP CODE 3E STATE
§. PATIENT'S SEX 6. HOME TELEPHONE NUMBER 7. WORK TELEPHONE NUMBER
O mMALE [ FEMALE ( ) ( )
8A. EMERGENCY CONTACT 88. RELATIONSHIP 8C. HOME TELEPHONE NUMBER | 8D, WORK TELEPHONE NUMBER
8E. MAILING ADDRESS OF EMERGENCY CONTACGT 9. 15 EMERGENCY CONTACT
ALSO NEXT OF KIN
O YES O NO

10. BENEFIT APPLYING FOR: ([ MebicaL O oeNTAL [0 NURSING HOME (] DOMICILIARY
11. APPLICANT STATUS: [0 Sservice CONNECTED [] PRISONER OF WAR [ AID & ATTENDANCE O wwi

O MILITARY (J NON-SERVICE {J vA PENSION 0 sHARING 0 oTHER

DISABILITY RETIRED CONNECTED
12, EXPOSURE TO: (0 AGENT ORANGE [0 RADIATION 0 ENVIRONMENTAL [0 None
CONTAMINANTS (PG)

13. MEDICAL CARE RELATED TO: [0 ON-THE-JOB-INJURY [ AccIDENT O NoT APPLICABLE
14A. DO YOU HAVE HEALTH COVERAGE 14B. NAME OF HEALTH INSURANCE CARRIER

0 YES 0 NO
15. BRANCH OF SERVICE | 16, LATEST SERVICE NUMBER 17. MARITAL STATUS

] MARRIED (O separaTED [ DIVORCED O wipowER [J SINGLE

18A. SPOUSE'S NAME 18B. SPOUSE’'S SOCIAL SECURITY NUMBER
18C. YEAR OF MARRIAGE 18D. NUMBER OF DEPENDENTS 19. LAST YEAR'S ESTIMATED “"HOUSEHOLD” TAXABLE INCOME

CONSENT TO RELEASE INFORMATION: 1 hereby authorize the Department of Veterans Affairs to disclose any such history, diagnostic and treatment
information from my medical records (including information relating to the diagnosis, treatment or other therapy for the conditions of drug abuse, alcoholism
or alcohol abuse, sickle cell anemia, or testing for or infection with the human immunodeficiency virus) to the carrier or contractor of any health plan
contract under which I am apparently entitled to medical care or payment of the expenmse of care that is identified above, as considered necessary by VA
representatives for the discharge of the legal or contractural obligations of the insurer or other party against whom liability is asserted. I understand that [
may revoke this authorization at any time, except to the extent that action has already been taken in reliance on it. Without my express revocation, this
consent will automatically expire when all action arising from VA’s claim for reimbursement for my medical care has been completed.

CO-PAYMENT NOTICE: If your household income exceeds the established threshold, you will be considered "Discretionary”. Such veterans must pay a
co-payment not to exceed the Medicare deductible, plus a per diem for hospital and nursing care. By signing this application, you are agreeing to pay the
VA the applicable co-payment if you are determined to be a "discretionary” veteran.

SIGNATURE OF APPLICANT DATE

VA FORM

MAY 1995 10-10T



